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dissertation. The University of Johannesburg guidelines for submitting a minor dissertation 
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Selected journal 
The selected journal was the South African Journal of Psychology. This journal was chosen as 
it includes a variety of psychological studies that have an empirical and theoretical basis within 
the South African context. A shortened version of this manuscript will be submitted to the 
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Manuscript submission 
The manuscript will follow the South African Journal of Psychology guidelines in order to 
submit the article for publication. In addition the manuscript will follow the American 
Psychological Association Seventh – Edition (APA – 7th) guidelines. 
Formatting  
The South African Journal of Psychology accepts new submissions that do not exceed 5500 
words; of which includes references, tables and figures (etc.). The journal requires that each 
article includes an abstract that is not greater than 250 words. The article should also follow 
the APA – 6th  or APA – 7th edition guidelines. The line spacing should be 1.5, with a minimum 
of 3cm for left and right hand margins; and 5cm at the head and foot margins. In addition the 
text of the article should be at a 12 point size.  
Journal Style  
The journal falls under the SAGE UK style guidelines. These include an introductory and 
literature review section; of which do not require a heading. There should also be the method 
section (which includes participants, instruments used, procedures followed, ethical 





Adverse childhood experiences and somatic symptoms in South African adults 
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Abstract  
In this article the focus was to investigate adverse childhood experiences and somatic 
symptoms in South African adults. The aim was to gain a better understanding of and 
knowledge on adverse childhood experiences, and to explore whether there is an 
association between adverse childhood experiences and somatic symptoms in adults. The 
study included 337 participants, of whom had completed the Adverse Childhood 
Experiences – International Questionnaire and the Patient Health Questionnaire – 15. 
Adverse childhood experiences were found to significantly explain the variance in 
somatic symptoms in adulthood. Subsequent, there were 13 categories of adverse 
childhood experiences that were investigated; however living with someone who has a 
chronic mental illness, as well as gender were the only variables that significantly 
explained the variance in somatic symptoms. These findings indicate that adverse 
childhood experiences, as well as gender play a role on psychosocial health in adulthood. 
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Adverse childhood experiences (ACEs) are highly prevalent and are known to have 
severe consequences on the development of the child as well as across their lifespan 
(Atwoli et al., 2016; Chartier et al., 2010; Reiser et al., 2014; Sachs-Ericsson et al., 2017). 
ACEs can include childhood sexual, physical, and emotional abuse, emotional and 
physical neglect, as well as bullying, parental conflict, domestic violence, or living with 
someone who has a mental illness (Sachs-Ericsson et al., 2017).  
While there is limited epidemiological data on ACEs in South Africa, the 
available data indicates high prevalence rates (Meinck et al., 2016; Naicker et al., 2017). 
The known prevalence in South Africa ranges between 6.7% to 32% for physical abuse, 
1.6% to 60% for sexual abuse, and 11.9% to 35.5% for emotional abuse (Meinck et al., 
2016). In addition, Manyema et al. (2018) investigated ACEs and psychological distress 
using data obtained from the Birth to Twenty Plus Study. Their sample consisted of 1223 
young adults (between the ages of 22 and 23 years) from South Africa. There were 87% 
of their participants who had experienced at least one ACE, 35% who had experienced 
up to four ACEs, and 15% who had experienced up to six ACEs. Manyema et al. (2018) 
also found that parental divorce or separation, and parental unemployment were the most 
frequently reported ACEs; while physical abuse and sexual abuse were the least 
frequently reported ACEs.  
There are mixed findings with regards to the prevalence of ACEs between men 
and women. In the study by McCall-Hosenfeld et al. (2014), both women and men were 
likely to experience three or more ACEs. However, women experienced a higher number 
of childhood sexual abuse than men. In the study by Leban and Gibson (2020) the 
accumulation of ACEs were approximately the same for both boys and girls. The 
researchers did, however, find that physical abuse was more likely in boys than in girls. 




well as varying frequencies of ACEs between males and females (Leban & Gibson, 2020; 
McCall-Hosenfeld et al., 2014).  
It has been widely established that ACEs are found to have negative consequences 
across the lifespan, with an increased risk of somatic conditions and psychological 
disorders (Herzog & Schmahl, 2018; Lien et al., 2009; McLaughlin et al., 2016). For 
example in the study by Afari et al. (2014), participants who were exposed to trauma were 
2.7 times more likely to have a functional somatic syndrome compared to the control 
cohort. The increased risk for somatic symptoms may be because exposure to repeated 
experiences of severe stress can impact a person’s ability to regulate stress and use more 
adaptive responses (for example expression and processing) in adulthood (Cameron et 
al., 2018; Manyema et al., 2018).  
Difficulties with emotion regulation may also be because the psychological 
distress associated with ACEs can affect the chemistry and morphology of the brain. 
There are links between childhood adversity and changes in both the amygdala as well as 
the hypothalamic-pituitary-adrenal (HPA) axis (Herzog & Schmahl, 2018; Cameron et 
al., 2018; Jones et al., 2018). Both the amygdala and the HPA axis assist with stress 
sensitivity and emotion regulation (Herzog & Schmahl, 2018; Jones et al., 2018). 
Therefore, changes in the amygdala due to childhood adversity may increase the risk of 
developing somatic symptoms and psychological disorders later on in life (Afari et al., 
2014; Fuller-Thomson et al., 2011; Herzog & Schmahl, 2018; Rogosch et al., 2011).  
Somatic symptoms are defined as physical symptoms that cannot be explained by a 
medical and/or physical condition (Afari et al., 2014). Common somatic symptoms may 
include: gastrointestinal symptoms [e.g. irritable bowel syndrome (IBS)], chronic 
headaches, chronic fatigue and chronic pain (Afari et al., 2014). According to the current 
literature (Fuller-Thomson et al., 2011), the prevalence of chronic fatigue ranges between 




Somatic symptoms are increasingly reported, especially in health-care services, and 
may often leave the individual feeling distressed (Kocalevent et al., 2013). For example, 
chronic fatigue can include physical impairment, such as decreased concentration, short-
term memory deficits, and musco-skeletal pain. This may result in excessive thoughts, 
feelings and behaviours related to the symptoms (Fuller-Thomson et al., 2011; Van 
Oudenhove et al., 2016). Somatic symptoms can also result in social and occupational 
impairment where the individual may experience decreased socialization, less 
productivity, or feelings of helplessness and frustration (Fuller-Thomson et al., 2011). 
Despite the distress reported with somatic symptoms, patients who usually seek treatment 
for their symptoms often do not have a clear understanding on what is underlying or 
causing their symptoms (Fuller-Thomson et al., 2011); which in turn can increase distress. 
Many studies have focused on the cumulative effect of ACEs on physical and 
psychological functioning in adulthood (Cavanaugh et al., 2015; Hughes et al., 2017; 
Myers et al., 2015; Tink et al., 2017). The cumulative effect of ACEs on somatic 
symptoms follows the Cumulative Risk Hypothesis (CRH), which postulates that the 
higher the number of adverse childhood experiences the higher the amount of negative 
consequences, independent of the type of ACE (Reiser et al., 2014). For example the more 
exposed a person is to multiple ACEs, the more likely they will have more health 
problems in adulthood (Leban & Gibson, 2020).  
In the study by Atwoli et al. (2016), the researchers investigated exposure to 
traumatic events and psychological and physical health in adults, using data from the 
South African Stress and Health Study. The researchers found that the accumulation of 
traumatic events increased the odds of physical conditions, namely, arthritis, respiratory 
conditions, cardiovascular disease, and chronic pain. A significant trend that they also 
found was that the accumulation of traumatic events increased the odds of chronic pain 




ACEs was significantly associated with physical health. However, they found that 
emotional neglect, physical neglect, and living with someone who had a mental illness, 
were significantly stronger predictors of poor physical health, than the accumulation of 
ACEs.  
Contrary to the number of studies that have investigated the accumulation of 
ACEs and somatic symptoms; there are some studies that have focused on specific ACEs 
and their impact on different kinds of somatic symptoms (Afari et al., 2014; Atwoli et al., 
2016; Cavanaugh et al., 2015; McLaughlin et al., 2016; van Tilburg et al., 2010). For 
example, individuals who have experienced childhood sexual abuse have reported 
chronic pain and gastrointestinal symptoms (Atwoli et al., 2016; van Tilburg et al., 2010). 
In the study by van Tilburg et al. (2010), the researchers investigated childhood abuse 
and gastrointestinal symptoms in children (N = 1354). The researchers used the Modified 
Maltreatment Classification System to assess five types of maltreatment. All five types 
of maltreatment, namely sexual abuse, physical abuse, emotional abuse, lack of 
supervision, and failure to provide, were all significantly associated with abdominal pain 
and nausea or vomiting. The researchers also found a significant association between 
sexual abuse and abdominal pain, as well as sexual abuse and anxiety or depression.  
In another study by Anda et al. (2010), data was gathered from the Adverse 
Childhood Experiences Study, to investigate ACEs and headaches. The researchers found 
that individuals who had experienced sexual abuse in childhood reported chronic 
headaches in adulthood. Other studies have indicated an association between violence in 
childhood with reported headaches, as well as with stomach aches and/or gastrointestinal 
problems (McLaughlin et al., 2016; van Tilburg et al., 2010).  
In the study by Fuller-Thomson et al. (2011), the researchers investigated 
functional somatic syndromes and childhood physical abuse in women. Childhood 




multiple chemical sensitivities. However, they also found that anxiety and mood disorders 
reduced the association between physical abuse and fibromyalgia, IBS, and multiple 
chemical sensitivities. In another study, the researchers (Sachs-Ericsson et al., 2017) 
found that parental internalising and externalising symptoms, sexual abuse and parental 
loss had a significant correlation with pain related conditions, such as chronic back pain, 
neck pains, and headaches. Similar to Fuller-Thomson et al. (2011), mood and anxiety 
disorders were found to mediate the association between ACEs and painful medical 
conditions.  
Along with mood and anxiety disorders, there are other variables that may also 
mediate or moderate the association between ACEs and somatic symptoms, such as post-
traumatic stress disorder (PTSD), mental health response to trauma, substance abuse, 
anxiety and depression (Kealy et al., 2018; McCall-Hosenfeld et al., 2014). For example, 
Kealy et al. (2018) found that shame (related to depression) mediated the association 
between emotional abuse and somatic symptoms in their sample of adult outpatients.   
Gender and age have also been implicated in the relationship between ACEs and 
somatic symptoms (Meinck et al., 2016; Sachs-Ericsson et al., 2017). However, the 
findings are inconsistent. According to Sachs-Ericsson et al. (2017), certain painful 
conditions such as arthritis, neck pain, headaches, or back pain have been found to 
increase with age. This may be because as one ages they are at an increased risk for 
neuropathic pain. In the study by Atwoli et al. (2016), the researchers found that females 
who were 60 years and above, who had approximately 13 years of education, and who 
worked as a homemaker had the highest prevalence of physical conditions. The physical 
conditions included in the study were cardiovascular disease, arthritis, respiratory 
conditions, and chronic pain (including back pain, neck pain and headaches). However, 
these conditions may have been medically explained. Further, some studies indicate that 




In addition, women have been found to report a higher number of somatic  
symptoms compared to men (McCall-Hosenfeld et al., 2014; Sachs-Ericsson et al., 2017). 
In the study by McCall-Hosenfeld et al. (2014), the researchers found that women 
experienced more severe somatic symptoms than men, independent of the type of trauma. 
In another study by Manyema et al. (2018), approximately a third of the sample reported 
psychological distress, 66% of which were women. These differences amongst gender 
are thought to be due to different sensitisation of stress hormones and neuroendocrine 
differences in women compared to men (McCall-Hosenfeld et al., 2014). Second, the 
differences may also be due to the types of trauma women experience and their frequency 
in comparison to men (Leban & Gibson, 2020; McCall-Hosenfeld et al., 2014). For 
example, in the study by McCall-Hosenfeld et al. (2014) there was a higher prevalence 
of sexual trauma or intimate partner violence in women compared to men. 
Last, the differences amongst genders could also be due to different mental health 
responses between men and women. For example in their study, McCall-Hosenfeld et al. 
(2014) found substance abuse to be higher in men compared to women; and higher levels 
of PTSD and depression in women compared to men. However, there are inconsistencies 
amongst studies, where some researchers did not find a difference in somatic symptoms 
between men and women (Campbell et al., 2018; Leban & Gibson, 2020).   
While the investigation of ACEs and physical and psychological health is well 
established internationally (Afari et al., 2014; Fuller-Thomson et al., 2011; Herzog & 
Schmahl, 2018), they are not as widely researched in developing countries such as South 
Africa (Kazeem, 2015). In South Africa, there are studies that have investigated ACEs 
and psychological distress (Manyema et al., 2018), the prevalence of ACEs (Manyema et 
al., 2018; Meinck et al., 2016; Naicker et al., 2017), and exposure to trauma with 
psychological and physical health in South Africa (Atwoli et al., 2016). However there is 




In South Africa, it is therefore imperative to have more knowledge and an 
understanding of ACEs and their consequences across the lifespan. This is also because 
South Africa has a high rate of violence and trauma, with 75% who have reported at least 
one traumatic event in their lives (Hemmings et al., 2017; Hogarth et al., 2019). This in 
effect has a significant contribution to the general burden of disease (Hemmings et al., 
2017; Reiser et al., 2014), which may be a result of the psychological distress and somatic 
symptoms associated with ACEs.  
Given that somatic symptoms are increasingly reported in individuals with ACEs, 
are known to increase health-care visits, and to be a source of significant distress (Reiser 
et al., 2014; Tomenson et al., 2012); this study aims to explore the association between 
ACEs and somatic symptoms among South African adults. The objectives of the study 
were: to assess whether the accumulation of ACEs influences the severity of somatic 
symptoms in adults (1); and to examine the association between various specific ACEs 
and commonly reported somatic symptoms in adults (2).  
Method 
This was a quantitative study, with a cross-sectional design. A cross-sectional 
design entails data being collected at one point in time (Creswell, 2014).  
Participants 
A purposive sample was used, and consisted of 337 adults, with 282 females 
(83.7%; mean age = 28.92, standard deviation [SD] = 8.41), 52 males (15.4%; mean age 
= 29.92, SD = 8.76); and three participants who were of the Lesbian Gay Bisexual 
Transgender Queer Intersexed (LGBTQI) community (0.9%; mean age = 34, SD = 
15.62). The majority of the sample were Caucasian (71.5%), with the remainder being 




those who identified as other (0.9%). For this specific sample, to be included the 
participants had to be South African and from the ages of 18 and above.   
 
Instruments 
Demographic questionnaire. A demographic questionnaire was used to gather 
information on gender, age, ethnicity, medical and psychiatric history.  
 
The Adverse Childhood Experiences – International Questionnaire – 31 item 
(ACE – IQ – 31). The 31 item ACE – IQ is a self-report measure of childhood abuse, 
family or household dysfunction, and violence outside of the household (Ho et al., 2019). 
This instrument consists of a Likert scale of one to five, where one is never and five is 
very often (Mall et al., 2018). The ACE – IQ comprises of 13 categories which include: 
physical abuse (1), emotional abuse (2), contact sexual abuse (3), alcohol and or drug 
abuse in the household (4), incarcerated family member (5), family member with a 
chronic mental illness (6), violent treatment towards a family member (7), one or no 
parents and/or separation or divorce (8), emotional neglect (9), physical neglect (10), 
bullying (11), community violence (12), and collective violence (13) (Reiser et al., 2014). 
The ACE – IQ can be scored in two ways, either using the binary version or the frequency 
version. For the purpose of the study the binary version was used where the responses 
were scored as either zero for no and one for yes, which gave a total score out of 13. The 
ACE – IQ has good psychometric properties (α = .83) (Ho et al., 2019; World Health 
Organization [WHO], 2011), and has been used in South Africa (Meinck et al., 2016). In 
this current study sample the ACE – IQ had a fair Cronbach’s internal consistency 





Patient Health Questionnaire – 15 (PHQ – 15). The PHQ – 15 is a widely used 
measure of the severity of somatic symptoms (Gierk et al., 2014; Kocalevent et al., 2013; 
Kroenke et al., 2010). This scale measures 15 frequently reported somatic symptoms, 
such as gastrointestinal symptoms, chronic headaches, chronic fatigue and chronic pain. 
Each item is rated between zero and two, where total scores can range between zero and 
30 (Han et al., 2009). The PHQ – 15 has been widely validated in primary care settings, 
with a good internal consistency ( = .80) (Han et al., 2009). In this current study sample 
the PHQ – 15’s  Cronbach’s alpha estimate was .83.  
 
Procedure 
Data collection took place from 18 July 2020 to 20 September 2020 via an online 
survey. The data were only collected subsequent to ethical clearance from the Faculty of 
Higher Degrees Committee (FHDC) of the University of Johannesburg (ethical clearance 
number: REC-01-129-2019). Given the Covid-19 outbreak and attendant restrictions, the 
data collection had to be amended, and therefore the participants were recruited/invited 
to participate in the study online, using social network forums or groups. This was 
conducted by sharing an advertisement of the study through Facebook news feeds, and 
open Facebook pages, as well as through other social network platforms (for example 
Twitter and Instagram news feeds). Potential participants could click on the link for the 
online survey that was provided on the advertisement. This was to ensure that 
confidentiality was maintained. However, if participants had any questions and/or 
concerns, the advertisement clearly stipulated that they could contact the researcher 
directly via email or telephone. The advertisement also included information regarding 




instances where participants might comment on the advertisement on Facebook, where 
the public (other Facebook users) may have access to the comment.  
The purpose of the research was explained in the open invitation letter and 
participant information sheet, and participants were informed of their rights before 
volunteering to participate in the study. The survey comprised of an online self-report 
questionnaire (15 to 20 minutes long), hosted on Survey Planet, which was to be 
completed individually, anonymously and privately. Online data collection was also a 
medium of choice in other ACE studies internationally and locally (Mall et al., 2018; 
Reiser et al., 2014). The use of an online platform also accommodated for data collection 
restrictions as a result of Covid-19 lockdown regulations in South Africa (Department of 
Co-operative Governance and Traditional Affairs, 2020). 
All participants received a counselling letter on completion of the questionnaire. 
The letter included contact details for the South African Depression and Anxiety Group 
(SADAG) for those who might have experienced distress as a result of participation in 
the study. SADAG is a non-profit organization that provides free telephonic counselling, 
amongst other initiatives.  
 
Data analysis 
Data analysis was conducted using the Statistical Packages for Social Sciences 
(SPSS) software version 25.0. Descriptive analyses (e.g., normality of distribution, mean, 
standard deviation and percentages) were computed. Inferential statistics comprised of 
regression analyses. A simple linear regression was used to explore whether there is a 
relationship between the accumulation of ACEs and somatic symptoms in adulthood, 
adjusting for gender and age. In addition, a multiple linear regression was also used to 




while adjusting for gender and age. In addition, a Bonferroni correction was used, as there 
were two regression analyses that were computed. The Bonferroni correction is used to 
control for the increased probability of Type I error due to multiple testing (Armstrong, 
2014). The Bonferroni correction was determined by dividing the threshold for statistical 
significance (p value of .05) by 2; therefore the results of the regression analyses were 
only deemed significant if p < .025. 
 
Ethical considerations 
Ethical approval was requested from the Departmental Higher Degrees 
Committee (DHDC), as well as the FHDC of the University of Johannesburg (ethical 
clearance number: REC-01-129-2019). All participants gave their informed consent (i.e., 
which was embedded within the online survey) and were not able to participate in the 
study if they did not agree to give their informed consent. Their participation was 
completely voluntary; and the data that was obtained remained completely confidential. 
The participants could at any point during the study choose to withdraw without any 
consequences. The participants also did not receive any incentive for taking part in the 
research. Any participant who may have experienced some distress as a result of 
completing the questionnaire, were referred to the SADAG call centre for counselling at 
no cost to them. The researcher contacted SADAG and informed them of the study, to 
arrange that the participants received assistance if required. The raw data was to be 
securely stored at the department of psychology (UJ), for reuse and archiving for a 
minimum period of 15 years. During this period other researchers may also have access 





Descriptive statistics were conducted to explore the mean and standard deviation 
of the ACE total, the 13 categories of ACEs, somatic symptoms, gender and age. The 
ACE categories that had the highest mean in this sample were physical abuse (mean = 
0.73, SD = 0.44), bullying (mean = 0.80, SD = 0.40), emotional abuse (mean = 0.82, SD 
= 0.39), and household member treated violently (mean = 0.86, SD = 0.34) (see Table 1).  
Correlational analyses were conducted for the ACE total, the 13 ACE categories, 
somatic symptoms, gender and age. There were statistically significant correlations for  
various variables (see Table 1); the correlations ranged between low or weak to moderate 
(Schober et al., 2018). The highest correlations were amongst the ACE categories, for 
example emotional abuse significantly correlated with a household member being treated 
violently (r = .47, p < .01).  There was a statistically significant correlation between an 
accumulation of ACEs and somatic symptoms (r = .34, p < .01). Somatic symptoms had 
a statistically significantly correlation with gender (r = .33, p < .01). In addition there 
were statistically significant correlations between mental illness and somatic symptoms 
(r = .29, p < .01); and mental illness and physical neglect (r = .29, p < .01). There were 
also very weak significant correlations between emotional abuse and age (r = -.l3, p < 
.05); physical abuse and somatic symptoms (r = .13, p < .05); alcohol and/or drug abuse 
and somatic symptoms (r = .14, p < .05); and between emotional neglect and somatic 






Correlations between ACE total, various categories of ACEs, somatic symptoms, gender and age 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 
1. ACE total                  
2. Physical abuse .43**                 
3. Emotional abuse  .49** .36**                
4. Sexual abuse  .47** .15** .10               
5. Alcohol and/or 
drug abuse  
.51** .04 .11* .19**              












.53** .21** 47** .16** .14* .23** .11*           




.04 .19** .16** .29 ** .11* .14** .21**          
10. Emotional neglect  .46** .20** .18** .17** .16** .18** .07 .13* .71         
11. Physical neglect  .54** .04 .15** .16** .34** .29** .08 .21** .26** .17**        
12. Bullying  .34** .11* .17** .04 .06 .22** -.08 .21** .05 .00 .16**       
13. Community 
violence  





 Note.  ** p < .01, **  p < .05, somatic symptoms are measured by the PHQ –15 total
14. Collective 
violence  
.35** .15** .06 .12* .06 .03 .28* .09 .04 .16** .07 .03 .24**     
15. PHQ – 15 total  .34** .13* .21** .21** .14* .29** -.03 .21** .05 .16** .21** .22** .09 .08    




.02 .00 -.14   
17. Gender  .05 -.07 .00 .21** .06 .08 -.01 .05 -.00 -.02 .02 .06 -.13 .04 .33** -.03  
Mean  6.59  0.73 0.82 0.37 0.34 0.51 0.07 0.86 0.55 0.40 0.31 .80 0.68 0.14 20.58 29.12 1.85 






Objective one. A simple linear regression was conducted to investigate the 
predictive association between the accumulation of ACEs (independent variable [IV]) 
and  somatic symptoms (dependent variable [DV]) in adulthood, while adjusting for 
gender and age. All the assumptions of simple linear regression were met. The results 
displayed in Table 2 indicate that a model comprising of an accumulation of ACEs, as 
represented by the total score on the ACE, while adjusting for gender and age, was 
statistically significant, accounting for 22.4% of the variance (R2 = .224, F(3,332) = 31.97, 
p < .025). 
 
Table 2 
Model 1: The relationship between ACEs, gender, and age with somatic symptoms in 
adults 
Model 1 b Standard 
Error  
β T p 
Constant -1.05 3.55  -0.30 .769 
ACE Total  1.37 0.21  .32  6.50 .000** 
Gender  9.07 1.42  .31  6.40 .000** 
Age -0.14 0.06 -.11 -2.28 .023* 





Objective two. Multiple linear regression was used to explore the association 
between various ACEs (IV) and somatic symptoms (DV), again adjusting for gender and 
age. All the assumptions for multiple linear regression were met. The results (see Table 
3) revealed that living with someone who is chronically depressed, mentally ill, 
institutionalized or suicidal (β = .17, p < .01) was the only statistically significant 
predictor of somatic symptoms, while controlling for gender and age. Gender was also a 
statistically significant predictor (β = .30, p < .01) in the model. The model explained 
26.6% of the variance in somatic symptoms (R2 = .266, F(15,320) = 7.74, p < .025).  
 
Table 3 
Model 2: The relationship between various ACEs and somatic symptoms in adults 
Model 2 b Standard 
Error  
β T p 
Constant -2.33 3.89  -0.60 .550 
Physical Abuse  1.34 1.35  .05  0.99 .322 
Emotional Abuse  2.73 1.68  .09  1.63 .105 
Contact Sexual Abuse  1.63 1.20  .07  1.36 .176 
Alcohol, and/or drug 
abuser in the household 
 0.19 1.27  .01  0.15 .882 
Someone chronically 
depressed, mentally ill, 









-2.66 2.20 -.06 -1.21 .227 
Household member 
treated violently 
 1.14 1.85  .04  0.61 .540 
One or no parents, 
parental separation or 
divorce 
-0.96 1.159 -.04 -0.83 .408 
Emotional Neglect  1.91 1.16  .09  1.65 .100 
Physical Neglect  1.98 1.30  .08  1.53 .127 
Bullying  2.61 1.41  .09  1.85 .065 
Community Violence  0.90 1.26  .04  0.71 .477 
Collective Violence  0.75 1.67  .02  0.45 .655 
Gender  8.67 1.48  .30  5.87 .000** 
Age -0.12 0.07 -.09 -1.81 .071 
Note. ** p < .01 
 
Discussion 
The objectives of the study were to assess whether the accumulation of ACEs 





between various types of ACEs and somatic symptoms in adults (2). The study findings 
support the view that there is an association between ACEs and somatic symptoms among 
South African adults. In addition, living with someone who suffers from mental illness, 
as well as gender had a predictive association with somatic symptoms in adults.  
 
ACEs and somatic symptoms 
In this study there was a significant association between ACEs and somatic 
symptoms. These findings support the various research studies which indicate a 
significant correlation between ACEs and somatic symptoms in adulthood (Fuller-
Thomson et al., 2011; Herzog & Schmahl, 2018; Sachs-Ericsson et al., 2017; van Tilburg 
et al., 2010). However, contrary to other studies, this current study did not investigate 
types of somatic symptoms. For example, researchers have found a significant association 
between childhood sexual abuse with chronic pain and gastrointestinal symptoms (Atwoli 
et al., 2016; Tilburg et al., 2010). Other researchers have found a significant association 
between sexual abuse in childhood with reported chronic headaches in adulthood (Anda 
et al., 2010), as well as violence in childhood with headaches, stomach aches, and or 
gastrointestinal problems (McLaughlin et al., 2016; van Tilburg et al., 2010). Therefore, 
ACEs and specific somatic symptoms could be an area of research for future studies in 
South Africa.  
In addition, the current findings of this study did not support the Cumulative Risk 
Hypothesis, which postulates that the accumulation of ACEs, irrespective of the type of 
ACE, increases the number of negative consequences, namely somatic symptoms (Afari 
et al., 2014). The findings of this study indicated that ACEs to a certain extent are 
associated with somatic symptoms in adulthood. However, gender and living with 





that explained a noteworthy amount of variance in somatic symptoms. Similar, Martín-
Higarza et al. (2020) also found that living with someone who had a mental illness along 
with emotional neglect and physical neglect were significantly stronger predictors of poor 
physical health, rather than an accumulation of ACEs. Therefore, in this current study, 
mental illness may have had a more significant association with somatic symptoms rather 
than an accumulation of ACEs. 
It was also noteworthy that variables such as sexual abuse or physical abuse were 
not significant predictors in this study. This was an interesting finding due to the high 
prevalence rates of physical violence and sexual violence in South Africa (Atwoli et al., 
2016; Meinck et al., 2016). Similar, in this study, despite the most frequently reported 
ACEs being physical abuse, bullying, emotional abuse, and having a household member 
treated violently, they did not significantly explain the variance in somatic symptoms in 
this sample. A possible explanation for the conflictual findings may be the role of 
moderator and mediator variables on the association between ACEs and somatic 
symptoms. These variables may include PTSD, mental health response to trauma, 
substance abuse, and mood and anxiety disorders (Kealy et al., 2018; McCall-Hosenfeld 
et al., 2014).  
 
Living with someone who had a chronic mental illness 
In the current study, as mentioned, it was found that living with someone who had 
a chronic mental illness, had a statistically significant association with somatic symptoms 
in adulthood. This is contrary to other studies that have found other types of ACEs to 
influence somatic symptoms. For example, in the study by van Tilburg et al. (2010), the 





sexual abuse, physical abuse, emotional abuse, lack of supervision, and failure to provide, 
with gastrointestinal complaints, such as abdominal pain, and nausea or vomiting.  
There are, however, studies that have similar findings; for example Sachs-
Ericsson et al. (2017) found a significant association between parental psychopathology  
and painful medical conditions. In addition, both Manyema et al. (2018) and Martín-
Higarza et al. (2020) found a significant association between living with someone who 
had mental illness, along with physical and emotional neglect, with psychological distress 
in adulthood.  
These findings could potentially be explained by the changes in the volumes of 
the amygdala that have been found in individuals who have lived with a family member 
who has a mental illness (Herzog & Schmahl, 2018; Sachs-Ericsson et al., 2017). The 
changes in the amygdala in effect could negatively impact the ability to regulate emotions, 
which in turn could increase the likelihood of developing somatic symptoms later on in 
life (Sachs-Ericsson et al., 2017). Therefore, these findings suggest that living with 
someone who has a mental illness may play a role on the physiological and psychosocial 
health in adulthood. Future studies could explore mental illness (as an ACE) with 
physiological, psychological, and somatic health in adulthood.  
 
The role of gender and age on somatic symptoms  
In this study, gender was significantly associated with the variance in somatic 
symptoms in adulthood (β = .30, p < .01). Although this study sample was predominantly 
female; this may support findings from other studies which indicate that women are more 
at risk of experiencing somatic symptoms than men (Atwoli et al., 2016; Meinck et al., 
2016). For example in the study by Atwoli et al. (2016), women reported a statistically 





Similar in the study by Sachs-Ericsson et al. (2017), being female, older, and 
having a lower education was also associated with the likelihood of reporting pain-related 
medical conditions. It may be that there are differences in the stress hormones, and 
neuroendocrine differences in the nervous system in women compared to men. Women 
have also been found to experience differences in brain activation when responding to 
pain, or may have different responses to analgesics (McCall-Hosenfeld et al., 2014). They 
may also express more psychological distress than men (Manyema et al., 2018); all of 
which may increase the likelihood of somatic symptoms in women. Therefore, these 
differences may explain why gender had a significant association with somatic symptoms 
in this study sample. 
In this study, age had a significant association with somatic symptoms in the first 
model. Sachs-Ericsson et al. (2017), also found that age was significantly associated with 
pain-related conditions on follow-up. However, in our sample, age no longer had a 
significant association with somatic symptoms when it was included in the second model, 
with the various ACE categories. Similar findings were by Glise et al. (2014), who found 
that somatic symptoms did not differ between young and old participants. Therefore, 
these findings may suggest that for this specific sample, gender and mental illness were 
significantly stronger predictors of somatic symptoms than age and the other ACE 
variables included in the study.  
  
Limitations and recommendations 
Although this study aimed to explore ACEs and somatic symptoms, there were 
several limitations. A major limitation to the study was that medical conditions were not 
effectively considered in terms of the somatic symptoms that were investigated. This 





A second limitation was that that data collection occurred during the Covid-19 
pandemic. This may have impacted the study results, as the study protocol did not 
consider the potential influence the symptoms of Covid-19 could have had on the severity 
of somatic symptoms in the study sample. Similar, mediator and moderator variables such 
as mood and anxiety disorders were not included in this study, of which may have also 
implicated the study findings of ACEs and somatic symptoms.   
A third limitation was the use of the ACE – IQ instrument; it was noted that some 
of the items on the questionnaire were either too broad or too exclusive. In addition, the 
scoring of the questionnaire was a limitation for this specific study, as there were two 
options for scoring, namely: the binary version and the frequency version. Both versions 
reduced the participants’ responses which in effect could impact the validity of the study 
findings.  
A fourth limitation was that this study consisted predominantly of white female 
participants which was not a true reflection of the South African population. Therefore, 
the demographics of the sample could have skewed the results.  
Fifth, the data was collected online (due to the Covid-19 restrictions), which may 
have impacted the validity and reliability of the participants’ responses on the 
instruments. For example, the environment in which the survey was completed was not 
standardized. Similar, the instruments used were self-report measures and were not 
structured clinical interviews. Therefore, environmental factors such as disruptions, or 
even item misinterpretation could not be monitored or facilitated as a result of these 
measures and protocol; which in turn could have impacted the reliability of the study 
findings.  
Based on the abovementioned limitations, it is recommended for future studies to 





are not explained by a medical condition. This can be determined by ensuring participants 
are fully screened for medical and psychological conditions before participation. A 
second recommendation would be to conduct structured clinical interviews. Third, a 
possible longitudinal study could be beneficial to assess somatic symptoms across the 
lifespan; as most of the current studies consisted of cross-sectional designs. This could 
provide clinically meaningful information on ACEs across the lifespan in South Africa. 
Future studies could also explore the physical and psychosocial impact of living with 
someone who is chronically mentally ill. In addition, studies could also include an 
investigation of ACEs and the different types of somatic symptoms, as the research 
appears limited within South Africa. The role of mediating and/or moderating variables 
such as anxiety and mood disorders should also be considered due to their potential 
impact on the relationship between ACEs and somatic symptoms.  
 
Conclusion 
Although there are an increasing amount of studies internationally that have 
investigated ACEs and somatic symptoms in adults; within the South African context 
there is a dearth of research. This study was one of the few, of which investigated ACEs 
and somatic symptoms in South Africa. The study findings provided clinical information 
and general insight on the possible physical effects of ACEs, specifically living with 
someone who has a chronic mental illness. This motivates for further investigation on 
ACEs, specifically living with someone who has a mental illness and the impact it has on 
overall health in adulthood. Gender also had a significant association with somatic 
symptoms in this sample; and it may be due to the different biological responses to stress 





investigate and explore more innovative interventions to decrease the impact that ACEs 






















Afari, N., Ahumada, S. M., Wright, L. J., Mostoufi, S., Golnari, G., Reis, V., & Cuneo, 
J. G. (2014). Psychological trauma and functional somatic syndromes: A 
systematic review and meta-analysis. Psychosomatic Medicine, 76(1), 2–11. 
https://doi.org/10.1097/PSY.0000000000000010 
Anda, R., Tietjen, G., Schulman, E., Felitti, V., & Croft, J. (2010). Adverse childhood 
experiences and frequent headaches in adults. Headache, 50, 1473–1481. 
https://doi.org/10.1111/j.1526-4610.2010.01756.x 
Armstrong, R. A. (2014). When to use the Bonferroni correction. Ophthalmic & 
Physiological Optics, 34, 502–508. https://doi.org/10.1111/opo.12131 
Atwoli, L., Platt, J. M., Basu, A., Williams, D. R., Stein, D. J., & Koenen, K. C. (2016). 
Associations between lifetime potentially traumatic event and chronic physical 
conditions in the South African stress and health survey: A cross-sectional study. 
BioMed Psychiatry, 16(214), 1–10. https://doi.org/10.1186/s12888-016-0929-z 
Cameron, L. D., Carroll, P., & Hamilton, W. K. (2018). Evaluation of an intervention 
promoting emotion regulation skills for adults with persisting distress due to 
adverse childhood experiences. Child Abuse & Neglect, 79, 423–433. 
https://doi.org/10.1016/j.chiabu.2018.03.002 
Campbell, J. A., Farmer, G. C., Nguyen-Rodriguez, S., Walker, R., & Egede, L. (2018). 
Relationship between individual categories of adverse childhood experiences and 
diabetes in adulthood in a sample of US adults: Does it differ by gender. Journal 






Cavanaugh, C. E., Petras, H., & Martins, S. S. (2015). Gender-specific profiles of adverse 
childhood experiences, past year mental and substance use disorders, and their 
associations among a national sample of adults in the United States. Social 
Psychiatry and Psychiatric Epidemiology, 50(8), 1257–1266. 
https://doi.org/10.1007/s00127-015-1024-3 
Chartier, M. J., Walker, J. R., & Naimark, B. (2010). Separate and cumulative effect of 
adverse childhood experiences in predicting adult health and health care 
utilization. Child Abuse & Neglect, 34, 454–464. 
https://doi.org/10.1016/j.chiabu.2009.09.020 
Creswell, J. W. (2014). Research Design: Qualitative, quantitative, and mixed methods 
approaches. United Kingdom, London: SAGE Publications.  
Department of Co-operative Governance and Traditional Affairs. (2020). Disaster 
management act, 2002 regulations issued in terms of section 27(2) of the disaster 
management act, 2002 (No. 43258). 
Fuller-Thomson, E., Sulman, J., Brennenstuhl, S., & Merchant, M. (2011). Functional 
somatic syndromes and childhood physical abuse in women: Data from a 
representative community-based sample. Journal of Aggression, Maltreatment & 
Trauma, 20, 445– 469. https://doi.org/10.1080/10926771.2011.566035 
Gierk, B., Kohlmann, S., Kroenke, K., Spangenberg, L., Zenger, M., Brähler, E., & Löwe, 
B. (2014). The somatic symptoms scale–8 (SSS–8): A brief measure of somatic 






Glise, K., Ahlborg, G., & Jonsdottir, I. H. (2014). Prevalence and course of somatic 
symptoms in patients with stress-related exhaustion: Does sex or age matter. BMC 
Psychiatry, 14(118), 1–13. http://www.biomedcentral.com/1471-244X/14/118 
Han, C., Pae, C.-U., Paktar, A. A., Masand, P. S., Kim, K. W., Joe, S.-H., & Jung, I.-K. 
(2009). Psychometric properties of the patient health questionnaire–15 (PHQ–15) 
for measuring the somatic symptoms of psychiatric outpatients. Psychosomatics, 
50(6), 580–585. https://doi.org/10.1176/appi.psy.50.6.580 
Hemmings, S. M. J., Malan-Muller, S., van den Heuvel, L. L., Demmitt, B. A., 
Stanislawski, M. A., Smith, D. G., Bohr, A. D., Stamper, C. E., Hyde, E. R., 
Morton, J. T., Marotz, C. A., Siebler, P. H., Braspenning, M., Van Criekinge, W., 
Hoisington, A. J., Brenner, L. A., Postolache, T. T., McQueen, M. B., Krauter, K., 
. . . Lowry, C. A. (2017). The microbiome in posttraumatic stress disorder and 
trauma-exposed controls: An exploratory study. Psychosomatic Medicine, 79(8), 
936–946. https://doi.org/10.1097/PSY.0000000000000512 
Herzog, J. I., & Schmahl, C. (2018). Adverse childhood experiences and the 
consequences on neurobiological, psychosocial, and somatic conditions across the 
lifespan. Frontiers in Psychiatry, 9(420), 1–8. 
https://doi.org/10.3389/fpsyt.2018.00420 
Ho, G. W. K., Chan, A. C. Y., Chien, W.-T., Bressington, D. T., & Karatzias, T. (2019). 
Examining patterns of adversity in Chinese young adults using the adverse 
childhood experiences–international questionnaire (ACE–IQ). Child Abuse & 
Neglect, 88, 179–188. https://doi.org/10.1016/j.chiabu.2018.11.009 
Hogarth, L., Martin, L., & Seedat, S. (2019). Relationship between childhood abuse and 





school attending South African adolescents. Drug and Alcohol Dependence, 194, 
69–74. https://doi.org/10.1016/j.drugalcdep.2018.10.009 
Hughes, K., Bellis, M. A., Hardcastle, K. A., Sethi, D., Butchart, A., Mikton, C., Jones, 
L., & Dunne, M. P. (2017). The effect of multiple adverse childhood experiences 
on health: A systematic review and meta-analysis. Lancet Public Health, 2, 356–
366. https://doi.org/10.1016/S2468-2667(17)30118-4 
Jones, T. M., Nurius, P., Song, C., & Fleming, C. M. (2018). Modeling life course 
pathways from adverse childhood experiences to adult mental health. Child Abuse 
& Neglect, 80, 32–40. https://doi.org/10.1016/j.chiabu.2018.03.005 
Kazeem, O. T. (2015). A validation of the adverse childhood experiences scale in Nigeria. 
Research on Humanities and Social Sciences, 5(11), 18–23. 
https://core.ac.uk/download/pdf/234674573.pdf  
Kealy, D., Rice, S. M., Ogrodniczuk, J. S., & Spidel, A. (2018). Childhood trauma and 
somatic symptoms among psychiatric outpatients: Investigating the role of shame 
and guilt. Psychiatry Research, 268, 169–174. 
https://doi.org/10.1016/j.psychres.2018.06.072 
Kocalevent, R. D., Hinz, A., & Brähler, E. (2013). Standardization of a screening 
instrument (PHQ–15) for somatization syndromes in the general population. BMC 
Psychiatry, 13(91), 1–8. https://doi.org/10.1186/1471-244X-13-91 
Kroenke, K., Spitzer, R. L., Williams J. B. W., & Löwe, B. (2010). The patient health 
questionnaire somatic, anxiety, and depressive symptom scales: A systematic 






Leban, L., & Gibson, C. L. (2020). The role of gender in the relationship between adverse 
childhood experiences and delinquency and substance use in adolescence. Journal 
of Criminal Justice, 66, 1–11. https://doi.org/10.1016/j.jcrimjus.2019.101637 
Lien, L., Green, K., Welander-Vatn, A., & Bjertness, E. (2009). Mental and somatic 
health complaints associated with school bullying between 10th and 12th grade 
students: Results from cross sectional studies in Oslo, Norway. Clinical Practice 
and Epidemiology in Mental Health, 5(6), 1–8. https://doi.org/10.1186/1745-
0179-5-6 
Mall, S., Mortier, P., Taljaard, L., Roos, J., Stein, D. J., & Lochner, C. (2018). The 
relationship between childhood adversity, recent stressors, and depression in 
college students attending a South African university. Biomed Central Psychiatry, 
18(63), 1–10. https://doi.org/10.1186/s12888-017-1583-9 
Manyema, M., Norris, S. A., & Richter, L. M. (2018). Stress begets stress: The association 
of adverse childhood experiences with psychological distress in the presence of 
adult life stress. BMC Public Health, 18(835), 1–12. 
https://doi.org/10.1186/s12889-018-5767-0 
Martín-Higarza, Y., Fontanil, Y., Méndez, M. D., & Ezama, E. (2020). The direct and 
indirect influences of adverse childhood experiences on physical health: A cross-
sectional study. International Journal of Environmental Research and Public 
Health, 17(8057), 1–17. https://doi.org/10.3390/ijerph17228507 
McCall-Hosenfeld, J., Winter, M., Heeren, T., & Liebschutz, J. M. (2014). The 
association of interpersonal trauma with somatic symptom severity in a primary 
care population with chronic pain: Exploring the role of gender and the mental 






McLaughlin, K. A., Basu, A., Walsh, K., Slopen, N., Sumner, J. A., Koenen, K. C., & 
Keyes, K. M. (2016). Childhood exposure to violence and chronic physical 
conditions in a national sample of US adolescents. Psychosomatic Medicine, 
78(9), 1072–1083. https://doi.org/10.1097/PSY.0000000000000366 
Meinck, F., Cluver, L. D., Boyes, M. E., & Loening-Voysey, H. (2016). Physical, 
emotional and sexual adolescent abuse victimisation in South Africa: Prevalence, 
incidence, perpetrators and locations. Journal of Epidemiology and Community 
Health, 1–7. https://doi.org/10.1136/jech-2015-205860 
Myers, H. F., Wyatt, G. E., Ullman, J. B., Loeb, T. B., Chin, D., Prause, N., Zhang, M., 
Williams, J. K., Slavich, G. M., & Liu, H. (2015). Cumulative burden of lifetime 
adversities: Trauma and mental health in low-SES African American and 
Latino/as. Journal of Psychological Trauma, 7(3), 243–251. 
https://doi.org/10.1037/a0039077 
Naicker, S. N., Norris, S. A., Mabaso, M., & Richter, L. M. (2017). An analysis of 
retrospective and repeat prospective reports of adverse childhood experiences 
from the South African birth to twenty plus cohort. PLOS ONE, 12(7), 1–9. 
https://doi.org/10.1371/journal.pone.0181522 
Reiser, S. J., McMillan, K. A., Wright, K. D., & Asmundson, J. G. (2014). Adverse 
childhood experiences and health anxiety in adulthood. Child Abuse & Neglect, 
38, 407–413. https://doi.org/10.1016/j.chiabu.2013.08.007 
Rogosch, F. A., Dackis, M. N., & Cicchetti, D. (2011). Child maltreatment and allostatic 
load: Consequences for physical and mental health in children from low-income 






Sachs-Ericsson, N. J., Sheffler, J. L., Stanley, I. H., Piazza, J. R., & Preacher, K. J. (2017). 
When emotional pain becomes physical: Adverse childhood experiences, pain, 
and the role of mood and anxiety disorders. Journal of Clinical Psychology, 
73(10), 1403–1428. https://doi.org/10.1002/jclp.22444 
Schober, P., Boer, C., & Lothar, A. (2018). Correlation coefficients: Appropriate use and 
interpretation. Anesthesia & Analgesia, 126(5), 1763–1768. 
https://doi.org/10.1213/ANE.0000000000002864 
Tink, W., Tink, J. C., Turin, T. C., & Kelly, M. (2017). Adverse childhood experiences: 




Tomenson, B., McBeth, J., Chew-Graham, C. A., MacFarlane, G., Davies, I., Jackson, J., 
Littlewood, A., & Creed, F. H. (2012). Somatization and health anxiety as 
predictors of health care use. Psychosomatic Medicine, 74, 656–664. 
https://doi.org/10.1097/PSY.0b013e31825cb140 
Van Oudenhove, L., Levy, R. L., Crowell, M. D., Drossman, D. A., Halpert, A. D., 
Keefer, L., Lackner, J. M., Murphy, T. B., & Naliboff, B. D. (2016). 
Biopsychosocial aspects of functional gastrointestinal disorders: How central and 
environmental processes contribute to the development and expression of 
functional gastrointestinal disorders. Gastroenterology, 150(6), 1355–1367. 
https://doi.org/10.1053/j.gastro.2016.02.027 
Van Tilburg, M. A., Runyan, D. K., Zolotor, A. J., Graham, J. C., Dubowitz, H., 
Litrownik, A. J., Flaherty, E., Chitkara, D. K., & Whitehead, W. E. (2010). 





children at risk for abuse and neglect. Annals of Family Medicine, 8(2), 134–140. 
https://doi.org/10.1370/afm.1053 
World Health Organization. (2011). Adverse childhood experience international 


































                                                                                                                                                                                      
INFORMATION FOR PARTICIPANTS 
_______________________________________________________________ 
 
PROJECT TITLE: “ADVERSE CHILDHOOD EXPERIENCES AND SOMATIC 
SYMPTONS IN SOUTH AFRICAN ADULTS”. 
 
PROJECT LEADER: SALOME DEMETRIOU 
1. You are invited to participate in the following research project: 
 
 
“ADVERSE CHILDHOOD EXPERIENCES AND SOMATIC SYMPTONS IN 
SOUTH AFRICAN ADULTS” 
 
Faculty of Humanities 





2.  The study involves completing an online questionnaire for approximately 
15 to 20 minutes, on how exposure to adverse childhood experiences may 
influence adulthood somatic experiences. 
 
3.  Adverse childhood experiences are defined as extremely stressful and or 
traumatic events occurring in childhood, and should have taken place 
before 18 years of age. While, somatic symptoms refer to physical 
symptoms, such as a headaches, pain, fatigue, and gastrointestinal 
complaints (for example diarrhoea) that cannot be explained by a medical 
condition. 
 
4.  The purpose of this study is to determine whether adverse childhood 
experiences predict somatic symptoms in adulthood. 
 
5. We are not interested in any one individual’s responses; we want to look 







6.  Participation in the project is completely voluntary and you are free to 
withdraw from the project (without providing any reasons or 
consequences) at any time. 
 
7.  It is possible that you might not personally experience any advantages 
during the project, although the knowledge that may be accumulated 
through the project might prove advantageous to others. 
 
8.  You are encouraged to ask any questions that you might have in 
connection with this project at any stage. The project leader will gladly 
answer your question(s).  
 
9. Sometimes people find the subject matter of these questionnaires 
disturbing and may react apprehensively; being sensitive to completing questions 
about situations that were not particularly comfortable for them.  If this happens, 
you will be referred for counselling at either the South African Depression and 
Anxiety Group (tel: 0800 21 22 23), and/or Lifeline Counselling Centre 






10.  Should you at any stage feel unhappy, uncomfortable or are concerned 
about the research, please contact the researcher (S Demetriou) on cell: 
0764042055 or her study supervisor (Prof. C Van Zyl) at the University of 

















Appendix C      
 
 




PROJECT TITLE: ADVERSE CHILDHOOD EXPERIENCES AND SOMATIC 
SYMPTONS IN SOUTH AFRICAN ADULTS  
PROJECT LEADER: SALOME DEMETRIOU 
 
I,                                                                                                                hereby 
voluntarily consent to participate in the following project: 
 
“ADVERSE CHILDHOOD EXPERIENCES AND SOMATIC 
SYMPTONS IN SOUTH AFRICAN ADULTS” 
 
Faculty of Humanities 





I realise that: 
 
1. The study deals with the evaluation of the relationship between adverse 
childhood experiences and somatic symptoms in South African adults. 
 
2. The research project, i.e. the extent, aims and methods of the research, 
has been explained to me. 
 
3. The procedure envisaged may hold some risk for me that cannot be 
foreseen at this stage (i.e., psychological distress as a result of completing 
a questionnaire on adverse childhood experiences). 
 
4.  The Faculty of Humanities’ Research and Ethics Committee at the 
University of Johannesburg has approved that individuals may be 
approached to participate in the study. 
 





possible discomfort for persons participating in the research, an 
explanation of the anticipated advantages for myself or others that are 
reasonably expected from the research and alternative procedures that 
may be to my advantage. 
 
6. I will be informed of any new information that may become available during 
the research that may influence my willingness to continue my 
participation. 
 
7. Access to the records that pertain to my participation in the study will be 
restricted to persons directly involved in the research. 
 
8. Any questions that I may have regarding the research, or related matters, 
will be answered by the researcher. 
 
9. If I have any questions about, or problems regarding the study, or 
experience any undesirable effects, I may contact the project leader (Ms 






10. Participation in this research is voluntary and I can withdraw my 
participation at any stage.  
 
11. The raw data will be securely stored at the Department of Psychology (UJ) 
for a minimum period of 15 years for archiving and reuse. During this 
period the raw data might also be used for further research by other 
researchers. 
 
12.  I indemnify the University of Johannesburg and all persons involved with 
the above project from any liability that may arise from my participation in 
the above project or that may be related to it, for whatever reasons, 
including negligence on the part of the mentioned persons. 
 
   ________________________________                                                                                                                                           
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Adverse Childhood Experiences and Somatic Symptoms in South African 
Adults 
 
Thank you for participating in the online survey. We acknowledge that it can be 
difficult to answer these types of questions, and your generosity and willingness 
to participate in this study are greatly appreciated. Your input will help contribute 
to the advancement of the field of ACEs a and somatic symptoms. We ask that 
you do not discuss the nature of the study with others who may later participate 
in it, as this could affect the validity of our research conclusions.  If you have 
any questions or concerns, you are welcome to talk with the researcher 
(salome.demetriou@outlook.com / 076 404 2055) or their supervisor (Prof Van 
Zyl) at (caspervz@uj.ac.za/ 011 559 3353) at the University of Johannesburg 
(UJ).  If you have any questions about subjects’ rights, you may contact the 
Faculty of Humanities’ Research and Ethics Committee (UJ) at 
(tchagonda@uj.ac.za). Sometimes people find the subject matter of these 
questionnaires disturbing. If answering any of these questions led you to feel 





contact either the South African Depression and Anxiety Group (tel: 0800 21 22 
23), and/or Lifeline Counselling Centre Johannesburg (tel: 011 728-1331). All 
the information we collected in today’s study will be confidential, and there will 
be no way of identifying your responses in the data archive.  We are not 
interested in any one individual’s responses; we want to look at the general 
patterns that emerge when the data are aggregated together. 
        
















The South African Depression and Anxiety Group (SADAG)  
Johannesburg 
 
RE:  REQUEST FOR PERMISSION FOR PARTICIPANTS TO CONTACT 
SADAG FOR COUNSELLING 
 
Dear Sir/Madam 
This letter serves to request permission to access your counselling services for 
adults who may be potentially distressed by participating in my study, titled: 
“Adverse Childhood Experiences And Somatic Symptoms In South African 
University Students”. The research study involves the evaluation of the 
relationship between adverse childhood experiences and somatic symptoms 
(such as chronic fatigue, headaches, pain, and gastrointestinal complaints), in 
adults. The study will be using an online questionnaire, of which consists of the 
Adverse Childhood Experiences – International Questionnaire (ACE-Q). The 
ACE-IQ has some questions that may elicit distress. For example questions 
pertaining to traumatic experiences in childhood, such as physical abuse and/or 





a few. I would like to ensure that provisions have been made for the participants 
if they experience any discomfort or distress from completing this questionnaire. 
Therefore, I would like to ask for your permission to include the contact details of 
SADAG in our debriefing letter for the participants. Ethical approval has been 
received from the Faculty of Humanities’ Research and Ethics Committee (UJ) 





















PARTICIPANTS NEEDED FOR RESEARCH STUDY! 
 
ADVERSE CHILDHOOD EXPERIENCES AND SOMATIC 
COMPLAINTS IN SOUTH AFRICAN ADULTS 
 
AIM OF THE STUDY:  
 
THE AIM OF THE STUDY IS TO INVESTIGATE WHETHER SOMATIC 
COMPLAINTS ARE ASSOCIATED WITH CHILDHOOD ADVERITY.   
 
SOMATIC COMPLAINTS INCLUDE: FATIGUE, HEADACHES, CHRONIC PAIN, GASTROINTESTINAL 
DISTURBANCES (FOR EXAMPLE IRRITABLE BOWEL SYNDROM) ETC. 
 
CHILDHOOD ADVERSITY INCLUDE: TRAUMA (EMOTIONAL/SEXUAL/PHYSICAL ABUSE 
AND/NEGLECT), PARENTAL DISPUTE, FAMILY CONFLICT ETC. 
 
WHAT TO EXPECT:  
 
AN ONLINE QUESTIONNAIRE THAT TAKES APPROXIMATLEY 10 MINUTES TO COMPLETE. THE 
TYPE OF QUESTIONS WILL CONSIST OF ANY CHILDHOOD TRAUMA AND/OR ADVERSITY, 










YOUR PARTICIPATION IN THE STUDY IS COMPLETELY VOLUNTARY AND CONFIDENTIAL,  AND 
YOU MAY WITHDRAW AT ANY TIME. COUNSELLING SERVICES WILL BE PROVIDED IF 
NECESSARY. 
 





WHO TO CONTACT FOR MORE INFORMATION:  
 
EMAIL MS SALOME DEMETRIOU (MA IN CLINICAL PSYCHOLOGY, UNIVERSITY OF 
JOHANNESBURG salome.demetriou@outlook.com or +27 76 404 2055) for more information.  
 
Please note to maintain confidentiality please contact the researcher directly, regarding any 
questions and/or concerns. It is important to note that by commenting on or sharing of the 
post other viewers may have knowledge of your participation. In addition, if you are 
concerned about maintaining anonymity please use an email or telephone number that does 
















PROJECT TITLE: ADVERSE CHILDHOOD EXPERIENCES AND SOMATIC 
SYMPTOMS IN SOUTH AFRICAN ADULTS 
Dear participant, 
 
We invite you to kindly take part in a study investigating the relationship 
between adverse childhood experiences and somatic symptoms 
(gastrointestinal complaints, chronic headaches, chronic fatigue, and 
chronic pain). Participation in the project is completely voluntary and you 
are free to withdraw your participation (i.e., without providing any reasons 
or consequences) at any time. The Ethics Committee of the University of 
Johannesburg has approved that individuals may be approached to 
participate in the study. In the event that you seek clarification regarding 
the research (e.g., meaning of words or statements), or related matters, the 
researcher will be glad to assist. We will not at any stage reveal what your 
individual answers were. The results will be analyzed for groups only. 
Confidentiality is guaranteed. We believe that no harm will arise by taking 






afterwards, feel free to do so, after completing the questionnaire.  Please 
answer without stating your name anywhere on the questionnaire. Codes 
will be used to identify your completed questionnaire. Please make sure 
that you answer all the questions and sections. 
Before proceeding further, please answer the following question below: 
Do you agree to take part in this study and indemnify the University of 
Johannesburg and all persons involved with the above project from any liability 
that may arise from your participation in the above project or that may be related 





Yes, I agree to take part in the study, and 
agree to sign the consent form which will 




Have you experienced at least one of the 
ACEs? If Yes, continue with the 
questionnaire and If NO, then you are not 




If you do not wish to take part, you are free to stop now and return the 
questionnaire unanswered. Nevertheless, we thank you for your time. 
 








SECTION A: Demographic Questionnaire 
 
Instructions: Please note that the information provided below does not in any 
way identify you as an individual. It is used to gain an even better understanding 
of the issues investigated in the study. Tick the appropriate box that best 
describes you. 
 












What is your age?  
 
What is your highest level of study? 
1st year  
2nd year  





Have you been formally diagnosed with any mental illness (for example, Major 
Depressive Disorder, General Anxiety Disorder, Obsessive-Compulsive 
















SECTION B: Instructions: the following questionnaire consists of questions 
based on your past childhood experiences, circle the response that best applies 
to you. There is no right or wrong answer.  
1.  Marriage: 
1.1 Have you ever been married? Yes 
No (go to question 1.5) 
1.2 At what age were you first married? AGE [  ] [  ]  
1.3  At the time of your first marriage did you 
yourself choose your husband/wife? 
Yes (go to question 
1.5) 
No  
Don’t know/ not sure 
1.4  At the time of your first marriage if you did 
not choose your husband/wife yourself, did 




1.5  If you are a mother or father what was your 
age when your first child was born?  
 
Age [   ] [  ] 
Not applicable 





When you were growing up, during the first 18 years of your life… 
2.1 Did your parents/guardians understand your 
problems and worries?  
Always 




2.2 Did your parents/guardians really know 
what you were doing with your free time 
when you were not at school or work?  
 
Always 




3.   
3.1 How often did your parents/guardians not 
give you enough food even when they could 
easily have done so? 
 
Many times 
A few times 
Once 
Never 
3.2  Were your parents/guardians too drunk or 
intoxicated by drugs to take care of you?  
 
Many times 
A few times 
Once 
Never 
3.3 How often did your parents/guardians not 
send you to school even when it was 
available?  
Many times 







4.  Family environment: 
When you were growing up, during the first 18 years of your life . . 
. 
4.1 Did you live with a household member who 
was a problem drinker or alcoholic, or 
misused street or prescription drugs? 
Yes 
No 
4.2 Did you live with a household member who 




4.3 Did you live with a household member who 
was ever sent to jail or prison? 
Yes 
No 






4.5 Did your mother, father, or guardian die? Yes 
No 
Don’t know/not sure 
These next questions are about certain things you may actually have 
heard or seen IN YOUR HOME. These are things that may have been 
done to another household member but not necessarily to you.  
When you were growing up, during the first 18 years of your life …  
4.6 Did you see or hear a parent or household 
member in your home being yelled at, 
screamed at, sworn at, insulted or 
humiliated?  
Many times 
A few times 
Once 
Never 
4.7 Did you see or hear a parent or household 
member in your home being slapped, 
kicked, punched or beaten up?  
Many times 







4.8 Did you see or hear a parent or household 
member in your home being hit or cut with 
an object, such as a stick (or cane), bottle, 
club, knife, whip etc.?  
 
Many times 
A few times 
Once 
Never 
5.  These next questions are about certain things YOU may have 
experienced.  
When you were growing up, during the first 18 years of your life . . 
.  
5.1 Did a parent, guardian or other household 
member yell, scream or swear at you, insult 
or humiliate you?  
 
Many times 






Did a parent, guardian or other household 
member threaten to, or actually, abandon 





A few times 
Once 
Never 
5.3 Did a parent, guardian or other household 
member spank, slap, kick, punch or beat 
you up?  
 
Many times 
A few times 
Once 
Never 
5.4 Did a parent, guardian or other household 
member hit or cut you with an object, such 
Many times 










5.5 Did someone touch or fondle you in a sexual 
way when you did not want them to?  
 
Many times 
A few times 
Once 
Never 
5.6 Did someone make you touch their body in 




A few times 
Once 
Never 
5.7 Did someone attempt oral, anal, or vaginal 
intercourse with you when you did not want 
them to?  
 
Many times 






Did someone actually have oral, anal, or 
vaginal intercourse with you when you did 












6.  Peer violence: 
These next questions are about BEING BULLIED when you were 
growing up. Bullying is when a young person or group of young 
people say or do bad and unpleasant things to another young 
person. It is also bullying when a young person is teased a lot in 
an unpleasant way or when a young person is left out of things on 
purpose. It is not bullying when two young people of about the 
same strength or power argue or fight or when teasing is done in 
a friendly and fun way.  
When you were growing up, during the first 18 years of your life . . 
.  
6.1 How often were you bullied? Many times 
A few times 
Once 
Never (Go to question 
6.3) 
6.2 How were you bullied most often? I was hit, kicked, 
pushed, shoved 
around, or locked 
indoors 
I was made fun of 
because of my race, 
nationality or colour 
I was made fun of 
because of my religion 




I was left out of 
activities on purpose 
or completely ignored 
I was made fun of 
because of how my 





I was bullied in some 
other way  
 This next question is about PHYSICAL FIGHTS. A physical fight 
occurs when two young people of about the same strength or 
power choose to fight each other.  
When you were growing up, during the first 18 years of your life . . 
.  
6.3 How often were you in a physical fight? Many times 
A few times 
Once 
Never 
7.  Witnessing community violence: 
These next questions are about how often, when you were a child, 
YOU may have seen or heard certain things in your 
NEIGHBOURHOOD OR COMMUNITY (not in your home or on TV, 
movies, or the radio).  
When you were growing up, during the first 18 years of your life . . 
.  
7.1 Did you see or hear someone being beaten 
up in real life? 
Many times 
A few times 
Once 
Never 
7.2 Did you see or hear someone being stabbed 
or shot in real life? 
Many times 
A few times 
Once 
Never 





Did you see or hear someone being 
threatened with a knife or gun in real life? 
A few times 
Once 
Never 
8.  Exposure to war/collective violence: 
These questions are about whether YOU did or did not experience 
any of the following events when you were a child. The events are 
all to do with collective violence, including wars, terrorism, 
political or ethnic conflicts, genocide, repression, 
disappearances, torture and organized violent crime such as 
banditry and gang warfare.  




Were you forced to go and live in another 




A few times 
Once 
Never 
8.2 Did you experience the deliberate 




A few times 
Once 
Never 
8.3 Were you beaten up by soldiers, police, 
militia, or gangs?  
 
Many times 
A few times 
Once 
Never 





Was a family member or friend killed or 
beaten up by soldiers, police, militia, or 
gangs?  
 




SECTION C: This section asks you questions based on your physical health in 
terms of physical complaints. Circle the answer, in the appropriate box, that 
best applies to you. 
During the last 4 weeks, how much have you been bothered by any of the 
following problems? 




1.  Stomach pain 0 1 2 
2.  Back pain 0 1 2 
3.  Pain in your arms, 
legs, or joints 
(knees, hips etc.) 
0 1 2 
4.  Feeling tired or 
having little energy 
0 1 2 
5.  Trouble falling or 
staying asleep, or 
sleeping too much   
 
0 1 2 
6.  Menstrual cramps 
or other problems 
with your periods 
 









0 1 2 
8.  Headaches 0 1 2 
9.  Chest pain 0 1 2 
10.  Dizziness 0 1 2 
11.  Fainting spells 0 1 2 
12.  Feeling your heart 
pound or race 
0 1 2 
13.  Shortness of breath 0 1 2 
14.  Constipation, loose 
bowels, or 
diarrhoea 
0 1 2 
15.  Nausea, gas, or 
indigestion 
0 1 2 
 
SECTION D: This section asks questions based on any feelings of 
anxiety/worry. Circle the answer, in the appropriate box, that best applies to 
you. 
Over the last 2 weeks, how often have you been bothered by any of the 
following problems? 
















1.2 Not being 
able to stop 
or control 
worrying 






0 1 2 3 
1.4 Trouble 
relaxing 
0 1 2 3 
1.5 Being so 
restless that 
it is hard to 
sit still 





0 1 2 3 
1.7 Feeling 




0 1 2 3 
Questions about anxiety attacks: 
  No Yes 
2.1  In the last 4 weeks, have you had an anxiety 
attack – suddenly feeling fear or panic? 
0 1 
2.2 Has this ever happened before? 0 1 
2.3 Do some of these attacks come suddenly 
out of the blue ⎯ that is, in situations where 
you don’t expect to be nervous or 
uncomfortable? 
0 1 
2.4 Do these attacks bother you a lot or are you 






2.5 During your last bad anxiety attack, did you 
have symptoms like shortness of breath, 




SECTION E: This section consists of questions related to your mood, if any low 
mood/depressed mood etc. Circle the response, in the appropriate box, that 
best applies to you. 
Over the last 2 weeks, how often have you been bothered by any of the 
following problems? 







1.  Little interest or 
pleasure in doing 
things 
0 1 2 3 
2.  Feeling down, 
depressed, or 
hopeless 
0 1 2 3 
3.  Trouble falling or 
staying asleep, 
or sleeping too 
much 
0 1 2 3 
4.  Feeling tired or 
having little 
energy  
0 1 2 3 
5.  Poor appetite or 
overeating 
0 1 2 3 
6.  Feeling bad 
about yourself — 
or that you are a 
failure or have let 





yourself or your 
family down 
7.  Trouble 
concentrating on 





0 1 2 3 
8.  Moving or 
speaking so 
slowly that other 
people could 
have noticed? Or 
the opposite – 
being so fidgety 
or restless that 
you have been 
moving around a 
lot more than 
usual. 
0 1 2 3 
9.  Thoughts that 
you would be 
better off dead of 
or hurting 
yourself in some 
way 
 
0 1 2 3 
  
 
THANK YOU FOR PARTICIPATING! 
 
 
